of these disorders would have remained even more incomplete. We would hope that there will continue to be close cooperation between the imrnunogeneticists, the National Tissue Typing Laboratory and Regional Blood Transfusion Services and clinicians, so that the stimulus we have all been given by these recent discoveries may ultimately benefit the rheumatic patient. The young chronic sick From Dr Frank Tail Senior Medical Officer, Department ofHealth and Social Security Dear Sir, I attended the symposium on the young chronic sick reported in the June issue of the Journal (pp 437---453), and reading the papers again reminded me how heartened I had been to find that the problems considered were the same problems that had been identified as being of major importance by those of us within the DHSS concerned with the development of services for this group. Heartened because central planning will be effective only if it facilitates the development of clinical practice.
It is interesting to consider the relationship between planning and practice in the context of the special allocations of central funds for the development of hospital units for the younger disabled (1971) . When it was realized that many young patients were occupying beds in hospital wards that were predominantly populated by the elderly, the administrative response was to provide these beds in a setting which was more appropriate to the age, interests and environmental needs of the younger patients. Dr P J R Nichols (p 442) says that doubts have been cast on the wisdom of this policy, but perhaps it would be more accurate to say that there has been a dramatic change in the clinical practice which the policy was intended to benefit.
The papers read at the symposium, and the ensuing discussion, clearly showed that in consider-ing the needs of the younger disabled, including those with deteriorating and progressive conditions, no role for any part of the total service can be satisfactorily identified and defined outside the context of the contributions to that service from health authorities, local authority social services departments, housing authorities and the voluntary associations -contributions which will have both domiciliary and residential components. Visits to younger disabled units throughout the country have shown that there is a wide variation in operational policies, and estimates of need for provision from different Areas show a range as wide as those reported at the Durham symposium and quoted by Dr D S Wilson (p 448).
It seems probable that these differences are less an expression of differences in prevalence and more an indication of the ways in which it has been possible to develop a more flexible response to both individual and family need, by the growth in domiciliary services (both statutory and voluntary), housing adaptations, increasingly sophisticated aids and environmental control systems, and, perhaps most important of all, discussion with the disabled population themselves. These are exciting developments, but it is important not to lose sight of the fact that the provision of a flexible response also requires that we can accept the need for continuing care and treatment, be it only palliative, and the wish to remain dependent on others. As the contributions to the symposium show, we are concerned with the continuum of disability, and we must ensure that it is matched by a continuum of services. My colleague, Dr K A Exley, and I did not react very favourably to many of the statements in the publication by Professor Matthews in the Lancet (1964, ii, 577) . We thought it portrayed a much too negative approach in many respects, but we agreed about the need for collaboration between physiologist and clinician. While its very provocativeness might have served a useful purpose when it was written, Dr Critchley is right to point out that any momentum it may have generated then has not been sustained. Indeed, we would have doubts Journal of the Royal Society of Medicine Volume 71 August 1978 about it being regarded as a 'milestone' in educating the profession.
It is true that there still are EEG departments whose standards are below an acceptable minimum. I have long felt that EEG departments can only be effectively operated by properly trained clinical neurophysiologists who have good working relationships with the clinicians they serve. Furthermore, I do not believe that clinicians wholly or mainly engaged in the practice of neurology, psychiatry, paediatrics or general medicine, can achieve and maintain competence in the practice of clinical neurophysiology. I have been saddened by the uninformed criticism of the value of the EEG coming from clinicians who, nevertheless, continue to request EEG examinations.
I abhor the abuse of EEG in clinical practice and have long done so. Much of this can be avoided by consultation between the referring clinicians and clinical neurophysiologist. Such consultation, besides being a courtesy, can always be mutually advantageous. The clinician must understand what can reasonably be expected of an EEG examination, and the neurophysiologist must be scrupulously careful not to draw unwarranted conclusions from his findings.
Although the application of neurophysiological techniques has been considerably widened in recent years, I am glad that Dr Critchley makes particular reference to its use in the field of epilepsy. It cannot be over-emphasized that the diagnosis (or recognition) of epilepsy must always be based on clinical evidence no matter what the EEG findings are. A patient can only be regarded as suffering from epilepsy ifhe (or she) has clearly recognizable epileptic seizures. In especially difficult cases it may be justifiable to attempt to provoke the attacks under properly controlled conditions in an EEG laboratory. Even here, however, clinical evidence remains to the fore, whereas recording of the EEG changes accompanying a seizure may be decisive in determining the site of its source of origin. Indeed, the EEG is essential in confirming or determining the correct categorization of the epilepsy and can almost always be so if properly used. The referring clinician must, however, always ask himself whether or not he requires such information and whether or not he is prepared to make proper use of it. If not, he should not waste the time of an EEG department, nor that of his patient.
The value of the EEG as a guide to the treatment and management of epilepsy still needs emphasis. The distinctive interictal changes associated with the primary and secondary generalized epilepsies, and those of partial (focal) epilepsies are of fundamental practical importance. These changes are particularly relevant when the seizures are habitually generalized in deciding what drug to use, and they can also be a guide to prognosis.
In assessing the sensitivity of the EEG in the detection of intracranial space-occupying lesions it is often forgotten that the resulting electrocortical changes are likely to be complex. The EEG does not so much detect the mass as such; rather it is a measure of how much disturbance of brain function the latter is causing. Dr Critchley is, however, right in pointing out that when a given clinical state may be due to diverse causes, the EEG has a part to play in helping to distinguish between them. It can also be valuable as a monitor of progress, particularly when the clinical evidence is somewhat equivocal. However, work of this kind is apt to put a great strain on the resources of an EEG department.
What can be done to strengthen the resources of EEG departments? Perhaps the most important thing is to do more to attract candidates of good quality into clinical neurophysiology as a specialty. My impression is that more people would be attracted if the appointment embodied a combination of clinical and laboratory work, even though there is the risk that a growing clinical commitment could jeopardize the quality and advancement of their neurophysiological service. Yours etc.
MAURICE PARSONAGE
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Hearingconservation From Professor R Hinchcliffe Institute of Laryngology and Otology, Gray's Inn Road, London WC1X 8EE Sir, Air Commodore King's Presidential address to the Section of Otology, published in this issue of the Journal (p 562), is a masterly summary of the present state of occupational audiology. It also serves to underline the fact that the development of occupational audiology, indeed of audiology in general, owes much to the military otologists and those who have been trained by them. The rapid and extensive development of audiology, including occupational audiology, has necessitated the creation of a new specialty which in the UK has been termed 'audiological medicine'. At the moment the UK has about a dozen consultants in audiological medicine, but is sorely in need of junior personnel. It is hoped that Air Commodore King's address will stimulate an interest in one facet of medicine amongst those medical practitioners seeking a career in the medical rather than the surgical aspects of otology. Indeed, the job description of the audiological physician envisages a role so much greater than one restricted to the care and management of patients with disorders of hearing. There is no doubt that, in the future, the consultant in audiological medicine will come more and more to
